Holding back the tide of caesareans
Professor Jonathan Lomas's editorial (3 September, p 569) asks important questions about how to tackle rising caesarean section rates. Unfortunately, however, he is incorrect in his opening statement that "In England and Wales almost 15% of births are by caesarean section."
In 1985, the most recent year for which data were collected for England, the estimated caesarean section rate for England and Wales combined was 10-6% of all women delivering.' After rising steadily from 4-3% in 19702 to 10-1% in 1982 ' the caesarean rate levelled off, with rates of 10 1% in 1983 and 10-2% in 1984,' followed by the slight rise in 1985 (see figure) . In Obstetrics has always prided itself on perinatal audit, but maternal morbidity has not had the same amount of attention. We are currently transferring any small decrease in perinatal morbidity and mortality to a much greater increase in maternal morbidity and mortality associated with caesarean section. We agree with Professor Lomas that until we start questioning our current practices internationally, nationally, and in individual units the rate of caesarean section will continue to rise. Peer review in hospitals and audit of all caesarean sections performed should be undertaken to assess outcome, the necessity to perform a caesarean section, and whether pregnancy and labour could have been managed differently to the patient's benefit. We must maintain our skills with vaginal delivery of breech presentations and increase our precision when diagnosing fetal distress with a more critical appraisal of cardiotocography and fetal blood analysis as indicated.' A strict policy of actively managing labour,2 even in a multiracial population,3 has been shown to decrease the rate of caesarean section for patients with dystocia and failure to progress in labour. By applying active management of labour, selective vaginal delivery of breech presentations, critical appraisal of fetal distress, and audit of caesarean sections we have maintained a rate of caesarean section of 11-13% over the past six years and we continue to benefit from auditing our practices. In response to a letter all 20 maternity units in the region with consultant obstetric cover sent me details of their rates of obstetric intervention for 1983-5. These showed a 1-7-fold variation in the rate of caesarean section from 7-4% to 17 1% of deliveries (median 10-7%). Operative vaginal deliveries varied from 3-4% to 16-9% (median 9-3%) of all deliveries. The units with high rates of caesarean section tended to have high rates of instrumental delivery. In one unit fewer than 67% of women had a spontaneous vaginal delivery compared with over 88% at the units that intervened least. I found a noticeable geographical variation, the four units with the highest rate of intervention being within seven miles of each other in the south of the region.
There is no reason to suppose that this intraregional variation applies only to this region. Further investigation might throw more light on the reasons for the differences in clinical practice which are larger than can be reasonably accounted for by case mix. It would also enable units with the highest rates of intervention to be targeted should we decide to follow our North American colleagues' example in attempting to reduce the numbers of unnecessary interventions. 
Brain abscess complicating cervical traction
The article by Messrs A T Reece and N V Todd (20-27 August, p 539) was the latest of numerous articles that have highlighted the most serious complication of skull traction-that is, cerebral abscess. Unfortunately, their dogmatic recommendation to use Gardner-Wells tongs and their failure to emphasise that correct application of any type of callipers is the essential factor might give rise to a sense of false security among doctors in district general hospitals. We therefore think that a few points require clarification.
There are two lengths of pin for Cones callipers, with a maximal projection of 3 5 mm and 7 5 mm. Use of the shorter pin and with the collar of the calliper against the skull removes the chance of the pin penetrating the skull, even when patients are turned on their sides, which is essential for relieving pressure and for nursing. Grundy did not find a single case of oedema or cellulitis of the scalp, osteomyelitis of the skull, or cerebral abscess among the 32 patients who had Cones callipers inserted at this centre.' On the other hand, four cases of oedema or cellulitis of the scalp and one case ofcerebral abscess occurred among 37 patients in whom the procedure was done in district hospitals.
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